ABSTRACT. Estimating the epidemiological patterns of mental illness among various groups of American Indians has been a continuing problem. Only a few studies of prevalence and treated prevalence are currently available for any tribal groups. Most data which are available are aggregate data which do not provide estimates of the experience of particular individuals with alcohol and mental health problems. In this exploratory, random, chart review study, a profile is presented of individual episodes of alcohol and mental health problems which were presented to the Indian Health Service (HIS) in New Mexico and Southern Colorado. Both medical charts and mental health charts are reviewed to estimate treated or clinic prevalence. The results indicate that 21% (±9.4%) of all individuals using IHS medical facilities m the study area come at least once for an alcohol or mental health episode over a 10-year period. These episodes account for an average utilization of 1.8 visits to medical services and an average of 3.9 visits for mental health staff services. Much of the data gathered in this chart review yield unique insights on the individual's experience of mental and alcohol problems. Further, this study raises questions which call for further use of chart review methodologies or individual-based data systems to estimate the impact of alcohol and mental disorders on the IHS system and for new estimates of treated prevalence.
Establishing the epidemiology of mental disorders in any community has been a difficult, if not elusive, task. From the earliest studies of Fans and Dunham (1939) in Chicago, to the work of the Leightons and their associates (Leighton, 1959; Leighton, Harding, Macklin, MacMillian & Leighton, 1963) in Canada, Srole, Langer, Mitchell, Opler, and Rennie (1962) in New York, and Hollingshead and Redlich (1958) in Connecticut, the task has proven to be most difficult (Dohrenwend & Dohrenwend, 1974) . Much of the difficulty centers around conceptual and methodological issues. First and foremost are problems of definition for mental health/mental illness. With the publication of DSM-Ill, (American Psychiatric Association, 1982) one at least has been provided a standardized (yet imperfect) set of definitions with which to work. Second is the problem of where and how to access data. Some access their data by studying diagnoses given by hospitals and clinics (Faris & Dunham, 1939; Hollingshead & Redlich, 1958) , but others have taken a broader view, looking at a variety of social and cultural conditions which may influence both the rates and presentation of mental disorders in a population (Leighton, 1959 (Leighton, , 1963 . Dunham (1966) reminds researchers that, if possible, the entire social and medical ecology should be considered in the study of mental disorders in any population; within the social, physical, and cultural conditions of a group are found the roots of both health and illness. methodologies which allow for different types of investigation to estimate both (a) the magnitude of the problem, and (b) the extent of accuracy in some aggregate data.
The study presented here is just such a study. It is inexpensive and simple, with only limited implications. It has, however, a somewhat novel methodology with great potential for other applications. It is a chart review of two different systems: the medical charts of the Indian Health Service (IHS) and the charts of the IHS Mental Health Branch. It presents a methodology which attempts to estimate, in a different way, the true nature of the mental illness burden on the IHS system and to explore the exact nature of the relationship between an individual Indian's problems of mental health and alcohol abuse and the IHS and mental health care systems.
Methods
The research in this paper is exploratory. It was designed to test a method which can provide estimates of the extent and type of mental health problems which cannot be obtained from current IHS data systems. Because of certain idiosyncrasies in various IHS data sources, there is no way to trace a person from one data set to the next. Different identifying numbers and different diagnostic categories make it impossible to examine a person's health and mental health problems from health data (inpatient or outpatient) to mental health program data by any automated means. Such tracking, therefore, has to be done through other methods and has seldom, if ever, been done or reported upon by researchers. Further, the IHS automated systems generally focus on workload and gross number of visits, and do not yield useful information on an individual's experience. Particularly, it is virtually impossible to estimate the true number of individuals with particular disorders or the number of system contacts one individual makes for a particular episode of a disorder.
Medical Chart Reviews
To provide an estimate of the extent and type of mental health and alcohol episodes presented to IHS medical personnel, a random sample of medical charts was examined in each of the six service units in the Albuquerque Area of the Indian Health Service.' While the inpatient and outpatient data of IHS provide aggregate information regarding the gross number of visits for health and mental reasons, the chart review was a way to more directly examine the experience of particular individuals providing estimates of prevalence and utilization. After each service unit was contacted and permission secured, the total range of chart numbers was obtained from the head of medical records at each service unit. Once the range was defined, particular chart numbers were selected from a table of random numbers. Up to 20 chart numbers were selected and the charts pulled by medical records staff. In a number of cases, charts were "retired" due to death or no recent activity. In these cases, the next randomly selected chart was utilized. The goal was to examine a minimum of 10 charts in each service unit. In most service units, 15 numbers produced 10 or more charts, but in two cases it took 20 numbers to provide the minimum of 10. Each chart was analyzed by content for any and all DSM-III type visits, plus incidents of alcohol-related trauma in the previous 10 years. The goal was to provide an area-wide estimate of mental illness indicators, not service unit estimates.
Review of the Mental Health Charts
To further define the nature of mental health problems seen within the IHS system, a review of the mental health files was undertaken in the two largest service units of the Albuquerque area. In both the Santa Fe and Albuquerque IHS Hospitals, mental health programs are fully operational, therefore providing the opportunity to examine (a) the nature of problems seen by the mental health programs, (b) the profile of the patients seen, and (c) the interface between the problems seen in the health care settings versus the mental health settings.
The actual sampling of mental health charts began with the mental health program files at each service unit. After gaining permission to access the files from both mental health and medical records personnel, the total number of active and inactive (but not retired) mental health files was determined by hand counts. Using a random number table, chart numbers were selected and pulled by hand. To collect a minimum sample of 5%, 10 active and 6 inactive charts were pulled and analyzed at one service unit; at the other, 10 active and 4 inactive were selected. From the mental health charts, the patients' medical chart numbers were recorded and given to the medical records staff for the pulling of the same patients' medical files. Data were then collected from both charts for each patient.
Since the study was testing a method as much as it was to provide definitive estimates from a large number of cases, the number of charts surveyed in both samples was small.
Results

Data From Medical Charts
A total of 70 charts were reviewed ( Table 1 ). The age and sex varied from one service unit to the next, due to the small number examined. However, the totals indicate that the overall sample is likely to be representative of the Albuquerque Area because 50% were male, and mean age is similar to that of the overall Indian population. In the overall sample, 34% were Pueblo, 27% Navajo, 13% Ute, 11% Apache, and 14% other tribes or non-Indian spouses (N=3). At the 95% confidence level.
Of the charts reviewed, 21.4% (±9.4% at the 95% confidence level) of the individuals had come to the hospital and/or clinic at least once in the last 10 years for a mental health-related episode. Episode was defined as any visit or series of visits in a relatively continuous period of time which relate to one particular instance or occurrence of a DSM-III defined mental health problem and also alcohol-related problems, including alcohol-related trauma. The presenting individuals, on the average, accounted for 2.7 distinct episodes. Each of these episodes accounted for 1.8 visits documented in the medical charts. Further, 12 of the 43 episodes (27.9%) required an inpatient stay. There was some difference in findings from one service unit to the next, but given the extremely small samples at each, one should not compare service units one to the other. The meaningful data are the area-wide results from Table 1 .
In Table 2 , the particular type of episodes presented are detailed. Alcohol abuse resulting in hallucinations or withdrawal accounted for 33% of the inpatient and 32% of the outpatient episodes. Alcoholic gastritis and alcohol-related trauma were also quite common. In all, alcohol problems accounted for 75% of the inpatient episodes and 52% of the outpatient episodes. Other problems seen in outpatient visits were anxiety (16%), adjustment reaction of adolescence (16%), depression, and hypertension. Other inpatient stays were for drug overdose, hysterical conversion reaction, and adjustment reaction of adolescence. Although the above information may sound very similar to other studies, some new information is gained from these chart reviews. Specifically, the reviews tell us that in a 10-year period, 21% of the service population may be presenting the bulk of the mental health-related problems. Secondly, the data relate how many episodes, not visits, are being presented. On the average these individuals present 2.7 episodes of these problems. These episodes may cause a large number of visits (e.g., in Santa Fe, 3 episodes accounted for 11 visits for diagnosis, testing, and follow-up; in Ute, 3 episodes accounted for 17 visits), but each visit is not a new episode. Third, the type of problems presented confirm, in yet another way, the important relationship of alcohol to the mental health problems of Indians in the Albuquerque area.
Findings From the Mental Health Chart Review
The results of the mental health chart review show that in the two service units, the average age of the patients was quite similar (31 to 33 years) as was the range in ages (Table 3) . In Service Unit A more patients were female, while in Service Unit B the opposite was true. In both service units, the majority of patients were Pueblo (as expected, for Pueblo form the bulk of the service population), but a variety of other tribes were represented. Referrals to the mental health staff came from three basic sources: 32% were self-referrals, 39% were from medical staff, and 29% from agencies and persons outside of IHS.
Also in Table 3 , data are given on the correspondence between the health and mental chart systems. The focus here is on how many mental health visits are noted in the medical charts, for the medical chart tends to be the master chart for each patient' Ideally, in the two-chart systems there should be one mental health note in the medical chart for each visit to the mental health program and vice versa. In Service Unit A, the correspondence or reliability between the systems ranged from 19% to 165V, and averaged 72%. In Service Unit B, the range was from 0% to 200% with a similar average of 78%. But in Service Unit A, 3 of the 14 patients had no medical charts and in Service Unit B, 4 of the 16 had no medical charts. One reason for no medical charts is that patients were often referred to mental health services from outlying health clinics. When the experience of these no-chart cases is eliminated from the data, the mean correspondence increases in Service Unit A to 90.7%, and 97.2% in Service Unit B. These, however, are overall averages and some gaps remain in reporting on particular cases (e.g., cases 2 and 4 in Service Unit A and cases 1, 4, and 14 in Service Unit B). Some improvement can be made in both chart systems. Nevertheless, for both service units combined, it can be said that the mental health chart information is keyed to or documented in the medical charts in 75.4% (±15.4%) of the visit experience.
The reliability of notation between the two systems varies considerably on the basis of referral source. The greatest correspondence between mental health and medical charts was found when the referral was made to mental health from the medical staff (116%). Self-referrals complied at 59.1%, and the lowest compliance was found in outside agency referrals (36.7%). This pattern is not surprising since the percentages calculated are measures of completeness in the medical charts. However, if improvement is to be made in correspondence between the medical and mental health systems, it can be made mainly from the self-referred and outsidereferred uses.
The number of episodes of mental illness and the total number of visits per episode varied greatly with each case. The mental health charts showed that while in Service Unit A there were 16 episodes and 86 visits for an average of 5.4 visits per episode, in Service Unit B, there were 18 episodes and 47 visits documented in the mental health charts for an average of 2.6 visits per episode. One obvious reason for the lower average in Service Unit B is the large number of cases referred for psychological testing and not therapy per se. Overall then, the averages per service unit were 1.13 episodes per chart and 3.9 visits per episode. When compared with the previous, independent medical chart review in this paper, there is only a slight difference. The medical chart review yielded an average of 2.7 episodes per client and 1.8 visits per episode for the entire area and 2.0 episodes per chart and 2.3 visits per episode for these service units. Medical recording of mental health episodes tended to be quite short in duration, particularly when referral was made to mental health staff. In the mental health charts, repeat behaviors were more accurately classified as continuations of the previous problem(s), resulting in fewer episodes per patient. Further, the inclusion of alcohol-related trauma from the medical charts reduces comparability. Therefore, the episode data are not directly comparable between the two systems. The visits per episode, however, do show similarity, with the mental health chart data registering more visits per episode and per patient. Nevertheless, comparison of these disparate cases should not be taken too far. It is most accurate to conclude that both the data in the medical charts and the mental health charts point to multiple visits (an average of two to three) per episode of mental disorder. In Table 4 , the diagnoses found in the sample of mental health charts is documented. In Service Unit A, the leading primary diagnoses were marital problems (28.6%), depression (21.4%), and anxiety (21.4%). In Service Unit B, the leading primary diagnoses were alcohol abuse (31.3%) and marital problems (18.8%). For secondary diagnoses, the variety of problems were greater in both service units. In Service Unit A, the modal secondary problem was personality disorder (22.2%), while in Service Unit B, the problems are psychological testing 5 (50%), and anxiety (16.7%). Too much emphasis should not be placed on the difference in diagnoses (e.g., alcohol abuse) between the two service units, for this may reflect clinician or sample bias in such a small sample. A larger study of this kind however, would certainly reduce bias problems if undertaken at multiple sites with multiple clinicians and a larger number of cases.
The value of Table 4 is that it provides information on a case level basis. Comparing chart data with IHS data system information (individual versus aggregate systems), one may be on dangerous ground, for the two systems are not completely compatible methodologically or diagnostically. Nevertheless, one finds that in these service unit charts, the leading diagnostic categories are marital problems, alcohol abuse, depression, anxiety, and parent-child relations. In Table 5 , these categories are compared with the most similar categories from the computerized IHS mental health data system. Of the five categories for comparison, two are found to be similar (depression and anxiety), while three are quite different. Also the difference in the data is highlighted by the number of visits per patient. The mental health data system indicates an average of 2.2 visits per patient while the mental health chart review indicates 3.9 visits per episode. This also points to another difference in the two sets of data. The explanations for these various differences could be many, including: (a) chart level data are more accurate for patient diagnosis; (b) the IHS data system may be more useful in measuring activity, particularly on a yearly basis; (c) the diagnostic categories are not readily comparable; (d) the chart sample may be skewed; and/or (e) the current data system needs to be more closely integrated with the charting process. The need for a closer link in the two systems is most obvious regarding diagnostic categories. 
Analysis
The results of this study, although exploratory, are novel in that they provide an individually based estimate of mental health episodes and visits presented to the medical and mental health systems of the Indian Health Service. Over the past 10 years, 21.4% of this sample has experienced at least one episode of a mental health or alcohol problem which brought them to an IHS health care setting. On the average, these people had more than two (2.7) episodes of mental health problems during the time period. Since the sample was not stratified by age and the mean age was 23.7, one wonders what the results might have been had only people over 18 or 21 years of age been included. This, it must be remembered, is only an estimate of treated cases and should not be directly compared to national community studies or the community studies of Shore and colleagues (1973) , which found 54% of a Northwest Indian community as definitely impaired, or Sampath (1974) in Baffin Island, where 37% had mental disorders.
Alcohol problems, included in this study, were shown to be the most frequent mental health problems documented in the medical charts. They dominate both the inpatient and outpatient episodes in the Albuquerque Area charts. Whether alcohol abuse problems are treated as independent mental health problems or as a covariate or companion of mental illness, they are a major proportion of all mental health episodes at IHS installations. Those involved in alcohol abuse are representative of those which Westermeyer (1976a Westermeyer ( , 1976b and others refer to as a high-risk parapsychiatric population.
The interface of the mental health and medical chart systems was generally good at the two service units studied. With 74% of the visits, there was documentation in both systems. Self-referrals to mental health services were least likely to be documented in medical charts.
Mental health program cases were most frequently characterized by marital problems, alcohol abuse, depression, and anxiety/stress. Again, these findings of clinic prevalence differ with community studies, hospital studies, and those which sample special populations of Indians. Uniquely, however, they represent actual cases and not aggregate visit prevalence. Therefore, it is not surprising that they differ from data in the IHS mental health reporting system. The data system reports a very different frequency of activity and frequency of problems than yielded by the chart review.
Discussion
The major value of this study is the exploration of a chart review methodology to estimate treated prevalence. As far as future studies of this kind are concerned, they may hold great promise. The methodology of this study is an inexpensive one which provides useful data. If replicated, however, several improvements could be made. A larger sample of medical charts should be collected to reduce the risk of sample bias. Also, the medical chart study might be more meaningful if it were limited to those over a certain age such as 18 or 21 years. Further, it is very important to undertake several samples such as this in widely divergent tribal populations for the purpose of comparison of intertribal differences. Certainly, one would expect other tribes to reflect different patterns of symptoms and health care utilization than this study which is tribally mixed, but predominantly Pueblo (Jilek-All, Jilek, & Flynn, 1978) .
This author is impressed with the need for a data system which would allow one to track an individual through the various components of the IHS treatment system. This would not only aid researchers, but also might improve continuity of care for people with a combination of medical, alcohol, and mental problems.
The major conclusions of this modest effort are three. First, the methodology yields a case-based estimate of the importance of mental health visits to the IHS medical installations. Twenty-one percent (±9.4%) of all sampled individuals in the Albuquerque Area visited an IHS installation with at least one mental health need or problem in a period of 10 years. Depending on the percent of total population using IHS services, and there is reason to believe it is high (Stewart, May, & Muneta, 1980) , then this may be a useful estimate of period prevalence for the New Mexico Indian population. Larger samples, however, are needed to confirm or deny this estimate. Second, alcohol abuse and its sequelae account for a great deal of the mental health problems presented to both the medical and mental health branches of the IHS system in the Albuquerque Area. Mortality studies document well the magnitude of fatal, alcohol-related problems (Broudy & May, 1983) , but this study and its methods also document the impact of alcohol on the mental health and medical branches of IHS. Third, this study has provided further insight into the need for a more comprehensive understanding of all aspects of the epidemiology of mental illness among Indians of various tribes. More extensive future studies might endeavor to examine much more than the estimate of clinic prevalence presented here, for many questions are left unanswered. A complete study would examine community incidence and prevalence of psychiatric illness, sociomedical indicators of mental problems, and the treated prevalence of these disorders of a particular tribe. No one or two limited data systems, chart reviews, or methods can fully delineate the mental health status of a tribe. More comprehensive approaches are needed, but in the interim, this study may suggest one more approach and add several more findings to the broader understanding of these issues.
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